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During our recent visit to Johns Hopkins Hospital, Baltimore, USA, for robotic pancreatic 
surgery, we had the opportunity to meet legendary Prof John L Cameron 
(https://www.hopkinsmedicine.org/news/publications/hopkins_ medicine magazine/fea 
tures/spring-summer-2017/the-cameron-factor). During a very lively and informative 
interaction, we were pleasantly surprised to learn that he was very well informed about 
India and had also visited as a tourist many places including Varanasi. 
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Drawing from unmatched personal and institutional experience, Prof Cameron provided 
valuable insights into changing paradigms in the management of pancreatic cancer. 
Neoadjuvant therapy and its likely impact on future management of pancreatic cancer 
was one such important topic that was discussed. 

In the subsequent sections, we summarize the current literature on the subject in a 
simplified manner. 

1. Whatis Neoadjuvant therapy (NT)? 

Neoadjuvant therapy comprises of administration of chemotherapy alone or in 
combination with radiotherapy prior to curative surgery (surgery with an intention for 
cure) for cancer. 

2. Whoare the candidates? 

Currently NT is offered to patients who are diagnosed with ‘Borderline Resectable 
Pancreatic Cancer (BRPC)’ or ‘Locally Advanced Pancreatic Cancer (LAPC)’ following 
MDCT evaluation (angiography with < 3 mm axial sections utilizing dual phase 
pancreratic protocol). 

Pancreatic cancer is defined as BRPC or LAPC if involvement of surrounding vascular 
structures precludes primary (upfront) resection. Approximately 30% of pancreatic 
cancer patients are identified as BRPC or LAPC. 

3. What are the objectives? 
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The only available current therapy that can provide long-term cure for pancreatic cancer 
is surgery with tumor free resection margin of > 1 mm (RO resection). 

The objective of NT is to downstage the local disease (i.e. reduction in the size of the local 
tumor) in patients with BRPC and LAPC so as to achieve Ro resection. Thus it offers 
possibility of curative surgery for this large group of patients who until now ended up with 
either margin positive (non curative) resection or were deemed inoperable. 

Additionally NT may help eliminate undetectable micro-metastases thereby increasing 
probability of long term survival. 

4.  Whatare the current NT protocols? 

Briefly, current NT protocols involve either gemcitabine based chemotherapy 
(gemcitabine /nab-paclitaxel) or chemotherapy with FOLFIRINOX (5 FU, leucovorin, 
oxaliplatin and Irinotecan) and radiation as either conventional external beam therapy or 
stereotactic body radiation therapy (SBRT). 

The detailed institutional protocols including duration, side effects etc can be accessed 
through the references provided at the end. 

5. Howis the response to NT assessed? 

Response to therapy can be assessed through estimation of serum CA 19-9 (pancreatic 
cancer tumor marker), pancreatic protocol CT scan and PET — CT scan performed before, 
during and after completion of NT. 

A cut off value of CA 19-9 that can predict response to NT & Ro resection remains to be 
defined. However data from Mayo Clinic suggests that patients with elevated CA 19-9 
levels that normalize following NT or patients with CA 19-9 levels remaining within 
normal range through the course of therapy have improved outcomes. 

The same study suggests that on CT scan ‘radiologic anatomic downstaging is 
uncommon’. Thus all patients with stable disease (no local progression of tumor or 
development of distant metastases) are advised to undergo surgical exploration. 

FDG PET - CT scan can also been utilized to assess response to NT 

6. Whenis the surgery performed after completion of NT? 

Surgery is performed 4-8 weeks following completion of chemoradiotherapy 

7. Whatare the likely outcomes 

The current available data suggests that up to 80% of BRPC & LAPC patients who do not 
have progressive disease on CT scan and are surgically explored with curative intent will 
have Ro resection. These patients have also showed decreased lymph node positivity & 
perineural invasion and as well as improved overall survival. 

In one recent study from Johns Hopkins hospital involving 186 patients with BRPC & 
LAPC patients who underwent NT and subsequent pancreatectomy, 19 (10%) patients had 
complete pathological response (i.e. no tumor was detected on final histopathology of the 
surgically removed specimen). The median disease free survival was 26 months and 
median overall survival in this group of patients is reported to be > 60 months. 

Thus the objectives (section 3) with which NT was initiated are being achieved. 
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To summarize, NT has emerged as a promising option that offers possibility of curative 
surgery (RO) for patients with BRPC / LAPC, many of whom can even have long term 
survival. 
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